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1. Leading Causes of Death
Washington, 2000-02
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the rate for African Americans (89 deaths per 100,000). See
Figure 2, below, for rates of death from both coronary heart
disease and stroke.

2. Mortality Rates for Coronary Heart Disease and Stroke
By Race and Ethnicity
Washington, 2000-02

95% confidence intervals are displayed as bars with two hatches—this means
that, in 95 out of 100 cases, the true value is contained within this interval.
For more information on the use of confidence intervals throughout this
document, see The Health of Washington State, 2002."
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3. Hospital Charges* for Major Chronic Diseases
Washington, 2002

Asthma []$40

* Based on first-listed diagnosis

After leaving the hospital, CVD patients are more likely than others to require additional skilled
care. And skilled care, both home-based and community-based, to assist with activities of daily
living can be very costly. More CVD patients, particularly those hospitalized for stroke and
congestive heart failure, were discharged to skilled nursing facilities compared with patients
with other conditions. Patients hospitalized for stroke or congestive heart failure were also
more likely to die during their stay (8.8% for stroke, 4.8% for congestive heart failure) when
compared with those hospitalized for non-CVD conditions (1.7%).
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The following table shows that nearly two-thirds of cardiac deaths
in Washington occur before transport to a medical facility.

Location of Cardiac Death
rate per 100,000
[Emergencyroom | 45 | 90 | (8298 |

(60.6,64.8)
Other places (9.5, 11.2)

Nursing home 26.0 53.0 (51.1, 54.9)
(includes hospice)

T 95% confidence intervals
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cholesterol. The prevalence of both conditions increased with age and decreased as annual
income and educational levels increased. Prevalence of both high blood pressure and high
cholesterol was lower in Asian and Pacific Islanders compared with whites; prevalence of
these factors for African Americans and American Indians and Alaska Natives was similar to
whites. Prevalence of both conditions was significantly lower for Hispanics compared with
non-Hispanics. Respondents living in rural areas were more likely to have both high blood
pressure and high cholesterol compared with those living in urban areas.

Those who have CVD are significantly more likely

to have high blood pressure, high blood cholesterol,
diabetes, and obesity compared with those without
CVD. Controlling these risk factors through lifestyle
modification and medication, if appropriate, is especially
important for those who have already suffered a first
event, to prevent a recurrent heart attack or stroke.




Washington State Public Health Action Plan for Heart Disease and Stroke Prevention and Management

these conditions at the early stages. Such modifications include
improving eating habits and nutrition, increasing physical activity,
and quitting tobacco use. Only at a more advanced stage of either
high blood pressure or high blood cholesterol—or for those with a
family history of premature CVD—do the guidelines recommend
taking medication to help manage these conditions.

A recent state inventory of current activities addressing heart
disease and stroke prevention and management in Washington
reveals both system strengths and opportunities for improvement.
Strengths of the current state system for the prevention of heart
disease and stroke include: capacity for inter-agency cooperation,
efforts of health plans to conduct disease management programs
and provide coverage for telemedicine, and quality improvement
activities, including pay-for-performance. Opportunities for
improving the system include: increasing access to needed services
for rural residents and tribes (among others), addressing cultural
factors when designing programs to address lifestyle changes, and
improving systems so that people with heart attack or stroke are
taken to appropriate facilities. Finally, while Washington is fortunate
to have a strong EMS system, recommendations developed in 2002
to improve emergency response systems for acute cardiac events
were never implemented due to a lack of funding®.






